Abstract: Non-eruption 
Introduction
Impacted permanent central incisor in a child presents a difficult situation for the clinician. According to the Dental aesthetic index of university of IOWA 1986,a missing /unerupted maxillary permanent incisor can have a major impact on dental and facial esthetics and were considered to be the most unattractive deviant occlusal trait in their study [1] .In a hospital population the prevelance of impacted permanent incisor has been reported as 2.6% by Dibiase DD 1969 [2] .The most commonly employed treatment in these cases is surgical exposure and orthodontic movement of the tooth in to alignment. When the tooth is placed deep and its position is unfavourable, this treatment is not possible. Here we have employed a novel method of surgical repositioning of impacted tooth in to normal alignment. A case report with results after 9months is presented here. This method is easy and takes less time for completion of treatment.
Case report
A 9 year old male child reported to the pediatric dentistry clinic, with complaint of unerupted 21.His IOPA xray showed a supernumerary tooth obstructing eruption of 21.Surgical removal of supernumerary was done to allow the eruption of 21.After 2 months it was found that 21 was not erupting due to lack of space on eruption of 22( fig:1,2) .So it was decided to create space for 21.A removable appliance with coffin spring was given and it was activated every 2 weeks and sufficient space was created (fig :4,5) . Waited for 9 months and 21 was not erupting .So it was decided to do a surgical repositioning of 21.
Pre-surgical procedure
An upper impression was made and a stone cast was made. 21 was made in wax in its place on the cast and a cap splint was made extending from 13 to 23,in selfcure. Child was advised to take tetanus toxoide injection, since he had not taken it during the past 2 years. He was advised to take 250mg capsule of amoxicillin starting from the morning on the day of operation, for four days. The parent was advised, not to frighten the child by talking of "operation" to others, in front of the child.
Surgical procedure
Local anesthetic infiltration was given on labial and palatal side of the area extending from 13 to 23 (fig:6).A curtain flap was raised and 21 was luxated using periosteal elevators and was brought down using an upper root forceps ( fig:7,8) . The reduced enamel epithelial sac was removed using an artery forceps and Bp blade (Fig:9) . The tooth was positioned in its normal position and the flaps were sutured (fig:10). The cap splint was tried to see that 21 was remaining in correct position ( fig:11 ). Then the cap splint was cemented using a thin mix of zincoxide eugenol in 21 area and zinc phosphate cement in the posterior area of splint (fig:12). After one week splint and sutures were removed. Then the cap splint was recemented for one more week. At the end of two weeks time cap splint was removed and 21 was seen firm in its position. Child was instructed to take care not to bite with new teeth for few more weeks. After 10 months , electric pulp testing gave positive response . Clinically, there was no discolouration of tooth ,no sign of infection and no mobility (fig:13) 
II. Discussion
It is a challenging situation to the Pedodontist to treat an impacted permanent incisor in a child patient. To bring the natural tooth in to its proper position without loosing the vitality is the duty of the treating dentist. Many a times extractions and prosthetic replacements was done in such cases. The impacted and deeply placed tooth make it impossible for surgical exposure and application of traction to bring it in to alignment.The method of surgical repositioning is a newer,viable solution to this problem.Surgical repositioning is a kind of auto transplantation ,as the tooth is completely moved from its impacted position to a new position at a distance of one or more centimeters. In this procedure the connection between the pulpal tissue in the rootcanal and periapical tissue is cutoff. So it is normally assumed that repositioned tooth loses its vitality and gets infected.Our experience in this procedure during the last 20 years is that the tooth when repositioned without any extra oral time,does not become discoloured or infected and has retained its vitality. We have observed this positive result not only in teeth with open apices, but also in teeth with closed apices. In this case report ,surgical repositioning of a tooth with open apex is presented.
Auto transplantation was first reported by Widman in 1915 [3] . The transplantation is very successful when the root end is open. In this case root end was open at the time of replantation and the root end was found closed after a period of 9 months after repositioning.
Vivek kumar Adlakha 2011 [4] had reported good success in auto transplantation of dilacerated upper central incisor. Prabhu.N.T 1997 [5] has reported good successful surgical repositioning of permanent maxillary central incisor in a 12 year old boy. Andreason 1992 [6] states that if auto transplantation was carefully done success rate can be 95%.
In our surgical repositioning (auto transplantation) procedure we had not done any endodontic treatment during or after the procedure. Here the extra oral time was nil. The tooth was moved from its impacted position and brought directly in to its new position, without taking it out of the surgical wound. Lena Baglund etal 1996 [7] recommends endodontic treatment in all closed apex cases. In our experience with closed apex
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DOI: 10.9790/0853-1508102024 www.iosrjournals.org 24 | Page cases,there were no indication for endodontic treatment post operatively. This may be because of the nil extra oral time in our procedure. In this case we have used a cap splint for stabilizing the repositioned tooth for two weeks. Usually a flexible splint is preferred for stabilizing the replanted/repositioned tooth. In our cases the tooth is splinted with less rigidity by using thin mix of ZOE cement in the replanted tooth area. Also space in the splint in the repositioned tooth area is made larger in size, while fabricating it. The posterior part of cap splint is cemented with zinc phosphate cement for good retention of the splint. In our experience this splint serves the purpose of good stabilization.
The most commonly impacted maxillary tooth is canine followed by central incisor. The advantage of the surgical repositioning/auto transplantation is that it gives a quicker and satisfactory result in shorter period of time,as compared to the procedure of surgical exposure and use of traction to bring them in to alignment. When surgical exposure becomes impossible, due to deeper and abnormal position, extraction and prosthetic replacement were done. Surgical repositioning is definitly a good alternative in such cases. Autotransplantation done for immature tooth is always very successful. In this case the root end was open and after the reimplantation there was continued root end formation and apex closure.
III. Conclusion
Surgical repositioning procedure for an impacted maxillary central incisor with open apex is done with good results.The replanted tooth did not get discoloured or infected. It gave positive response to vitality tests.The gingival contour and gingival sulcus depth were normal .The root end was found closed at the end of 9 months post operatively.The results after 9 months is presented
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